Even as the growth rate of obesity levels off in some US groups (1), the condition continues to impose ever-higher health care and economic costs on America. Obesity affects more than onethird of adults (35.7%) and ;17% of children and adolescents. Forecasts based on a linear time trend suggest that by 2030, 51% of the population will be obese (2).
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Even as the growth rate of obesity levels off in some US groups (1) , the condition continues to impose ever-higher health care and economic costs on America. Obesity affects more than onethird of adults (35.7%) and ;17% of children and adolescents. Forecasts based on a linear time trend suggest that by 2030, 51% of the population will be obese (2) .
Those numbers may well represent a generation whose life expectancy is likely to be shorter than that of their parents (3) . They may also be the harbinger of more than a doubling in the rates of severely obese individuals-those with a BMI (in kg/m 2 ) 40 who are ;100 pounds (lb) overweight-from ,5% in 2010 to 11% in 2030 (2) . That figure, up from 1% at the start of NHANES in 1960 (4), includes people with class III obesity who will require medical care.
In 2008, the cost of obesity hit a high of $147 billion, or ;9% of annual health care expenses. A one-percentage-point cut from the projected trend of obesity over the next 2 decades will save America an estimated $85 billion. If prevalence were to remain at 2010 levels, the combined obesity-attributable savings in medical expenditures over the next 2 decades would be ;$550 billion (2) .
The most cost-effective way to intervene is through nutritional changes that produce durable weight loss via realistic and sustainable goals, ie, those that improve or reverse obesity-related chronic diseases. On the basis of prior data, a reasonable target is 10% of baseline weight per person (4) . This can be achieved through medical treatment of severe obesity (5) .
Severe obesity will require the following intensive efforts: 15% weight loss to restore b cell function (6) , medical care to ensure overall health (7), very-low-calorie diets (VLCDs) supervised by health care professionals (8, 9) , and intensive behavior therapy (8, 10) . It will also require far greater public health efforts to treat obesity and to prevent its development (11, 12) .
In this issue of the Journal, Hemmingsson et al (13) report on a 1-y commercial weight-loss program among self-selected, selfpaying adults in Sweden. The study's aim was to quantify weightloss and dropout rates by using 3 diets: 1) a restricted normal-food diet (1500-1800 kcal/d), followed by a diet and maintenance program; 2) a formula and food combination low-calorie diet (1200-1500 kcal/d); and 3) a liquid formula VLCD (500 kcal/ d). A total of 9037 individuals participated in the program at baseline.
Those in the VLCD group lost the most weight (11.4 kg or 25 lb), mainly in the first 3 mo and improved their b cell function (6) .
A higher proportion of these individuals lost 15% of body weight, and their dropout rate of 18% was significantly lower than that in the other diet groups. However, the dietary compliance rate even in the VLCD group was ,50% (assuming the cohort was, on average, 75 lb overweight and 67 inches tall and had a body weight of 215 lb).
The main trial effect was a linear, dose-response relation between energy intake and lower body weight. BMI, percentage weight loss, and waist circumference were also reduced in a dose-response fashion according to kilocalorie intake. Differences in effectiveness between weight-loss methods were similar when Hemmingsson et al (13) analyzed waist circumference and percentage body weight as outcome variables, suggesting that the greater the negative energy balance, the greater the weight loss.
These findings are akin to those from Palgi et al (9) . They enrolled 668 obese individuals in a multidisciplinary treatment program that included nutrition education, behavior modification, exercise, and a VLCD. The mean (6SD) age of participants was 38 6 11 y, with an average BMI of 36 6 17 and a mean change in body weight of 40 lb (excess body weight loss of 56 6 26%). This weight loss was associated with improvements in vital signs, serum lipids, and fasting blood sugar.
Palgi et al (9) noted that for most patients with moderate or more severe obesity (130% of ideal body weight), VLCDs provide a safe opportunity to lose a large fraction of their excess weight. However, this success can hardly be considered a cure; most patients eventually gain back much or all of the weight lost (14) .
Treatment goals for obesity are substantial weight loss maintained over a prolonged period, thus reducing the likelihood of relapse, weight cycling, and the development of obesity-related diseases. However, only a minority of patients maintain long-term weight loss of 15%, even with the use of low-calorie diets and intensive behavior therapy (10) .
This need not be a reason for treatment nihilism (10) . Many obesity-related illnesses-including asthma, diabetes, dyslipidemia, hypertension, and sleep apnea-improve or resolve after moderate excess weight loss. Moreover, new technologies are opening many doors to success that did not exist even 5 y ago. Leveraging these assets may tip the scale in favor of therapeutic interventions.
Smart phones, tablets, and hundreds of weight-loss applications are available for downloading to electronic devices. These tools can be instantly accessed, making it easier and more convenient for overweight and obese individuals to monitor their real-time food intake, physical activity, and weight-behaviors that are critical for short-and long-term weight control.
At the same time, investigators are examining new modalities-such as behavioral economic-based interventions (15), texting (16) , coaching (17) , and Wi-Fi scales that automatically transmit data to a server-to deliver intensive lifestyle management programs that promote durable weight loss. The explosion in electronic communications (the Internet, e-mail, Facebook, Twitter, and other social media) (18) makes it possible to interact with and/or coach patients more frequently, faster, and at lower costs than ever before.
Overweight and obese individuals will increasingly be able to participate in distance-based weight-loss programs, whether delivered by call centers or via the Internet, text messages, or social networking sites. Technological advances will equip clinicians to reach millions of individuals with effective lifestyle modification programs (18) .
Perhaps most promising is the potential of mobile technologies to deliver multiple risk factor interventions more intensively at less cost. The use of this approach for the self-monitoring and feedback components of interventions can limit the need for human intervention to a few remote coaching sessions that could be delivered via Web or mobile computer applications (17) .
Hemmingsson et al (13) and others have shown that intensive lifestyle interventions and VLCDs can produce success, albeit often short-lived. In the months and years to come, mobile technology will enable flexible, automated, and intensive medical treatment of severe obesity to be delivered exactly when, where, and how it's needed to achieve and maintain clinical objectives.
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